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TUBERCULOSISCONTROL

Guidelinesfor Screening for Tuberculosis
In Long Term Care Facilities

The control and prevention of tuberculosis in the elderly must be accomplished in order to
eliminate tuberculosis as a public health problem.

Many of the elderly were infected with tuberculosis years ago, with the tubercle bacilli
dormant most of the time. When the initial infection occurs and the bacilli begin to multiply,
the normal immune system can quickly overcome the problem. As the body ages, the immune
system becomes less active, and other medical problems may develop which further increase
the risk of tuberculosis infection becoming active disease. If tuberculosis disease is in the
lung, which is the most common site, the person may start coughing and expelling the
organisms into the air. This can be especially devastating in a long-term care facility, where
many susceptible elderly persons are sharing the same air.

It is therefore important for each facility to have a tuberculosis control program in place. This
must include the documentation of the tuberculosis status of each resident, staff member and
volunteer of each long-term care facility. This can best be accomplished by screening
residents on admission, and pre-employment and annual testing of employees and volunteers
as outlined below.

Recommendations for Residents

All residents new to long-term care who do not have documentation of a previous skin test
reaction >10mm or a history of adequate treatment of tuberculosis infection or disease, shall
have the initial test of a Mantoux PPD two-step skin test to rule out tuberculosis within one
month prior to or one week after admission as required by Department of Health rule 19 CSR
20-20.100 (See Appendix E). If the initial result is 0-9mm, the second test, which can be
given after admission, should be given at least one week and no more than three weeks after
thefirst test. The result of the second test is used asthe baseline. Documentation of a chest
x-ray ruling out active pulmonary tuberculosis within one month prior to admission, along
with an evaluation to rule out signs and symptoms of tuberculosis, may be acceptable by the
facility on an interim basis until the Mantoux PPD two-step test is completed.

The two-step test is recommended due to the "booster phenomenon,” which can occur at any
age, but is more pronounced with increased age. The body's response to tuberculin, (the
antigen in PPD), once that response has been established by infection with tuberculosis (or
other mycobacteria), may gradually wane over the years. The initia test of two-step test may
result in a falsely negative (0-9mm) reading. However, that initial test stimulates the body to
respond normally to a subsequent test. This can cause confusion at a later time if the resident
is skin tested either as a result of symptoms of tuberculosis disease or as a contact to a newly
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diagnosed infectious person. The "boosted” skin test then may appear to be the result of new
infection, which puts the individual at much higher risk of progressing to tuberculosis
disease. Therefore, it is imperative to purposely elicit this boosted response in al persons in
whom it isimportant to know their tuberculosis status.

Skin test results of >10 mm, whether documented in the resident's medical history, obtained
by the first test, or obtained by the second of the two-step test applied by the facility, require a
chest x-ray to rule out current tuberculosis disease. It is important to also perform an
evaluation to determine if signs or symptoms of tuberculosis (unexplained weight loss, fever,
persistent cough) are present. Once tuberculosis disease is ruled out, it is important to record
the results of the skin test in millimeters (mm), in a prominent place on the resident's medical
record. Including the skin test result at the same place and in the same manner as the
resident's allergiesis appropriate.

Tuberculosis infection may progress to infectious tuberculosis disease and is therefore
reportable to the Missouri Department of Health. See Figure 9.1-1 for a copy of the report
form for tuberculosis infection. Since residents will be sharing air with others who, because
of their age and other medical conditions, may be more susceptible to infection with
tuberculosis, consideration of a routine course of infection treatment that kills tubercle bacilli
and prevents progression to disease is recommended. This is especially important in infected
persons of any age who have an increased risk of progressing to tuberculosis disease.
Infected persons at increased risk to develop disease are:

a) Persons with skin test reactions >5mm with no symptoms of tuberculosis and no
documented history of an adequate course of antituberculosis medications but with
fibrotic lesions noted on chest x-ray.

b) Persons with skin test reactions >5mm with HIV infection and those with risk factors
associated with HIV infection whose HIV status is unknown. Preventive therapy may
be considered for HIV infected persons who have skin test reactions of <5mm in
groups where the prevalence of tuberculosisis high.

¢) Close contacts of persons with newly diagnosed infectious tubercul osis who have skin
test reactions of >5mm.

d) Recent skin test converters (>10mm increase within a2 year period.) ALL children <4
years with a skin test reaction of >10mm are included in this group.

€) Personswith skin test reactions >10mm and the following medical conditions:
1. Diabetes mellitus

2. Prolonged corticosteroid therapy (>15mg of Prednisone or equivalent daily for 2-3
weeks)

3. Immunosuppressive therapy
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Hematologic and reticuloendothelial diseases (i.e., leukemia or Hodgkin's disease)
IV drug users
End stage renal disease

Chronic undernutrition (i.e., intestinal bypass surgery, gastrectomy, chronic ulcer
disease, chronic malabsorption syndrome, chronic alcoholism, cancer of the
oropharynx and upper Gl tract)

In addition, even in the absence of any of the above risk factors, the following
persons with skin test readings >10mm are recommended for preventive
treatment:

(1) Foreign-born persons from Latin America, Asia, Africa

(2) Medically underserved low income populations, including high-risk racial or
ethnic minority populations, especially black, Hispanic, and native
Americans

(3) Residents, employees and volunteers of long-term care facilities, other health
care facilities, schools and child-care facilities

N o g A

Annual skin tests for residents with documented results <10mm are not required, nor are
annual chest x-rays for residents with documented skin test results >10mm. Staff persons
must be constantly vigilant for signs and symptoms of tuberculosis in residents, and obtain a
chest x-ray and sputum specimens should such signs and symptoms appear. In addition,
residents are to be evaluated, at least annually, to assure absence of signs and symptoms for
tuberculosis disease. (See Figure 9.1-2.)

Recommendations for Employees

The results of annual tuberculin testing of employees in along-term care facility are a good
indicator of the extent of transmission of tuberculosis within that facility. The following
occupationally-exposed persons should be tested at least annually: all employees, attending
physicians and dentists, volunteers who spend >10 hours weekly in the facility, nursing and
alied health personnel, students, instructors and other individuals in regular attendance
within long-term care facilities. Every facility should have a tuberculosis surveillance
program that includes the following procedures:

1. Initial Examination. Provide atuberculin skin test (Mantoux, 5 tuberculin units (TU)
of purified protein derivative (PPD)) to al employees during pre-employment
procedures, unless a previous reaction >10mm is documented. If the initial skin test
result is 0-9 mm, a second test should be given at least one week and no more than
three weeks after the first test. The results of the second test should be used as the
baseline in determining treatment and follow-up of these employees. The two-step
test regimen is optional for employees with a history of negative skin tests within the
last two years.
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A history of BCG (bacille Calmette-Guerin) does not preclude an initial screening
test, and a reaction of 10 mm or more should be managed as a tuberculosis infection.
A chest x-ray examination should be provided for employees who have a skin test
reaction >10 mm or who have symptoms compatible with pulmonary tuberculosis in
order to determine the presence of current disease.

2. Repeat Tuberculin Skin Tests. The Department of Health rule states employees will
be skin tested on an annual basis as a means of surveillance within afacility. Infection
treatment is recommended for al infected employees, unless specificaly
contraindicated, to prevent them from developing disease and infecting others.
Infected employees who are without disease and who do not complete a course of
preventive therapy will need an individualized plan of surveillance. Those who are at
high risk of developing disease, i.e. converters, should be assigned where they cannot
expose small children, immunocompromised patients, and others for whom the
consequences of infection may be especialy serious.

3. Repeat Chest X-Ray. After the initial evaluation of persons with skin test reactions
>10 mm, routine repeated chest x-rays are not recommended. They are not a
substitute for infection treatment nor vigilance for signs and symptoms of tuberculosis
disease. An annua sign and symptom review should be documented in their record.
(See Figure 9.1-2.) Employees who have completed an adequate course of disease or
infection treatment should be exempt from further chest x-rays unless they become
symptomeatic.

4. Reactors with Symptoms of Tuberculosis. All persons with significant reactions
to the tuberculin skin test and symptoms of tuberculosis must seek a medica
evaluation and be deemed non-infectious prior to returning to work. Persons with
significant reactions and no symptoms of tuberculosis may start work prior to
obtaining a chest x-ray aslong as one is obtained as soon as possible.

5. Contact Investigations. When there is an exposure to a suspected or recently
diagnosed case of tuberculosis, a contact investigation should be conducted. Each
person exposed who previously had a negative reaction to the skin test should receive
a tuberculin test. Those who are still negative should be retested three months after
exposure. Preventive therapy should be given to high-risk contacts with negative skin
tests since they may be infected even though their skin tests have not yet converted.

Chest x-rays should be provided for employees whose skin test reactions increase >6
mm from <10 mm to >10 mm. Treatment for infection or disease should be provided
according to the results of the x-ray.

6. Evaluation. The data generated from this testing should be analyzed periodically to

determine and revise policies. The best index of the effectiveness of the program will
be the absence of new infections in employees.
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Reporting and Technical Advice

Contact your local public health agency or the Missouri Department of Health, Section of
Vaccine-Preventable and Tuberculosis Disease Elimination at (573) 751-6122 or (800) 611-

9212.

Missouri Department of Health
Section of Vaccine-Preventable and
Tuberculosis Disease Elimination

1995
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Figure9.1-2

DIAGNOSTIC PROCEDURE: THE TUBERCULIN TEST
FOLLOW-UP OF TUBERCULIN TEST REACTIONS
ANNUAL STATEMENT FOR TUBERCULIN REACTORS

NAME:
DOB

[ 1 1amtuberculin positive. | have had the recommended
course of treatment for tuberculosis infection or disease.

[ 1] 1amtuberculin positive. | have had one negative chest
X-ray since becoming tuberculin skin test positive.

This statement isto confirm that | DO NOT have symptoms
consistent with pulmonary tuberculosis such as:

Cough lasting longer than three (3) weeks

Unexplained fever

Night sweats

Unexplained weight loss

Coughing up blood

Chest pain

If none of these symptoms ar e present, a chest x-ray is
NOT NECESSARY.

If | develop any of these symptoms, | agree to seek immediate medical attention.

Signature Date
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TUBERCULOSISCONTROL

Guidelinesfor Tuberculosis Contact I nvestigation
In Long Term Care Facilities

The identification of an active case of tuberculosis in an employee, volunteer or resident of a
long-term care facility may present some particularly difficult problems. Residents are usually
elderly and therefore may be at greater risk of developing disease due to a recently acquired
infection, as well as developing disease from a long-ago infection. This problem is
compounded by the congregate living situation that potentially enhances the transmission of
any communicable disease. In addition, tuberculosis may go unrecognized in debilitated elderly
residents for months, resulting in prolonged exposure of alarge number of staff and residents.
Itisimportant to "THINK TB".

When along-term care facility receives information that an employee, volunteer or resident is
diagnosed or suspected of tuberculosis, the facility should report to the local health unit. This
report (See Figure 9.2-1) is required by Missouri Department of Health rule, 19 CSR 20-
20.020. Reporting Communicable Diseases (See Appendix 1). In addition to receiving the
report, the local health unit will provide assistance in conducting the contact investigation as
well as in obtaining antimycobacterial drugs, if desired. (In the absence of aloca health unit,
the district health office provides these services.)

Generally, the local or district health unit will conduct the investigation according to the
following recommended procedures:

1. An estimate of how long the person was symptomatic and infectious will be made
according to established criteria. It isimportant to remember that, because tuberculosisis
transmitted by the airborne route, persons who sleep, live, work, or who are otherwise in
contact with an infectious person through a common ventilation system for a prolonged
time are "close contacts' at risk of acquiring infection.

2. The investigators will immediately arrange for tuberculin skin testing (Mantoux 5TU
PPD) of the close contacts, including family members, friends, roommates, residents, and
employees in the wing where the resident lived or the employee worked. This should be
performed unless contacts have documentation of a prior skin test reaction >10mm. (If
two-step testing was not done at time of admission or employment, it may be done at this
time.). If there is no evidence of recent infections (as evidenced by skin test reactions >5
mm) among these close contacts, it is appropriate to not extend the investigation at this
time. If there is evidence of recent infection, the investigation should be broadened to
include others who may have been in less close contact.

INFECTION CONTROL GUIDELINESFOR LONG TERM CARE FACILITIES
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A repeat tuberculin test should be performed on contacts with reactions of <5mm three
months after exposure has ended. At the time of the repeat testing, if there is evidence of
recent infection, it may be appropriate to extend the investigation to those with less close
contact to the index case.

Chest x-rays should be performed on all contacts whose skin test reaction is >5mm in
order to rule out progressive disease. All symptomatic individuals, regardiess of skin test
results, should have a chest x-ray and sputum specimen submitted for AFB smear and
culture.

Skin test, x-ray, and sputum (if done) results should be recorded in each resident's chart or
volunteer or employee record with other important medical information. Skin test results
should be recorded in millimeters of induration, (e.g., 16mm or Omm), rather than ssimply
"positive" or "negative."

3. After theinitial round of close contact skin testing and chest x-rays have been completed
and results recorded in each resident's chart or the volunteer or employee record, staff and
residents should be evaluated for the need for isoniazid (INH) infection treatment,
following the guidelines of the American Thoracic Society and the Missouri Department
of Health. The following persons associated with long-term care facilities are
recommended for infection treatment regardless of age:

a) Persons with skin test reactions >5mm with no symptoms of tuberculosis and no
documented history of an adequate course of antituberculosis medications but with
fibrotic lesions noted on chest x-ray.

b) Persons with skin test reactions >5mm with HIV infection and those with risk factors
associated with HIV infection whose HIV status is unknown. Preventive therapy may
be considered for HIV infected persons who have skin test reactions of <5mm in
groups where the prevalence of tuberculosisis high.

¢) Close contacts of persons with newly diagnosed infectious tubercul osis who have skin
test reactions of >5mm.

d) Recent skin test converters (>10mm increase within a2 year period.) ALL children <4
years with a skin test reaction of >10mm are included in this group.

€) Personswith skin test reactions >10mm and the following medical conditions:

e Diabetes mdllitus

» Prolonged corticosteroid therapy (>15mg of Prednisone or equivalent daily for 2-3
weeks)

* Immunosuppressive therapy

» Hematologic and reticuloendothelial diseases (i.e., leukemia or Hodgkin's disease)

e 1V drug users

INFECTION CONTROL GUIDELINESFOR LONG TERM CARE FACILITIES
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* End stage renal disease

e Chronic undernutrition (i.e., intestina bypass surgery, gastrectomy, chronic ulcer
disease, chronic malabsorption syndrome, chronic alcoholism, cancer of the
oropharynx and upper Gl tract)

f) In addition, even in the absence of any of the above risk factors, the following
persons with skin test readings > 10mm are recommended for preventive treatment:

» Foreign-born persons from Latin America, Asia, Africa

* Medicaly underserved low income populations, including high-risk racial or
ethnic minority populations, especially black, Hispanic, and native Americans

* Residents, employees and volunteers of long-term care facilities, other health care
facilities, schools and child-care facilities

Other Considerations Regarding Tuberculosis Control
in Long Term Care Facilities

1.

3.

All persons being treated for tuberculosis infection or disease must be monitored monthly
for signs and symptoms of adverse reactions. Each person also should be taught the
symptoms of an adverse reaction to the medication(s) he is taking, and what to do if such
Symptoms occur.

It is important that all persons being treated for tuberculosis infection or disease have
appropriate baseline liver function tests and other tests which can be compared with
subsequent studies should a suspected adverse reaction occur. Abnormal findings on
baseline studies must be followed up.

For persons taking only isoniazid (INH) for infection treatment, it is recommended that
they have careful monthly monitoring of signs and symptoms of hepatotoxicity (anorexia,
nausea, vomiting, dark urine, icterus, persistent fatigue or weakness). Liver enzymes
should be monitored if symptoms develop as well as monthly if person is aged 35 or
greater.

Residents being treated for tuberculosis infection or disease should have their anti-TB
drug regimens incorporated into the facility's routine for medication delivery and should
be given by a staff person trained to monitor for signs and symptoms of drug toxicity. If
such occur, the anti-tuberculosis medications should be withheld and the physician
notified immediately.

A resident, employee or volunteer who can not or will not complete a recommended
course of INH should be counseled to watch for signs and symptoms of tuberculosis
disease (persistent cough, anorexia, fever, weight loss) and counseled to seek medical
attention immediately if symptoms occur. A notation should be made on the front of the
medical or employee record along with the skin test reading and chest x-ray results if a
recommended course of INH was not completed. Those who are at high risk of
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developing disease should not be where they can expose others for whom the
consequences of infection may be especially serious. Repeated chest x-rays are not
justified and are ineffective as a means of follow-up for these individuals. These persons
should be screened annually for tuberculosis symptoms with screening results
documented in their file. However, if the person develops symptoms suggestive of
tuberculosis, the person should then be examined by chest x-ray and sputum specimens to
rule out disease.

. Elderly persons who are on numerous medications also need to be monitored for drug
interaction with INH. Drug interactions have been reported in patients taking phenytoin
(Dilantin); INH potentates phenytoin toxicity; phenytoin dosage should be reduced and
serum levels monitored in patients receiving INH. Interactions with aluminum hydroxide,
cycloserine, disulfiram (Antabuse), sodium sulfate, para-aminosalicylic acid (PAYS),
warfarin, channel blockers, theophylline and levodopa have also been reported.

If the facility has any questions regarding tuberculosis control measures, please contact the
local health department or the Section of Vaccine-Preventable and Tuberculosis Disease
Elimination at the Missouri Department of Health in Jefferson City. The telephone number is

(573) 751-6122.
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TUBERCULOSISCONTROL

Transfer of Residents
With Suspected or Confirmed Tuberculosis

Residents with suspected or confirmed active pulmonary tuberculosis will be transferred to a
facility with appropriate tuberculosis isolation facilities. All personnel with resident contact
will have a single baseline tuberculosis skin test (Mantoux) and a medical history taken
when hired. These personnel should also receive initial training about tuberculosis and the
facilities policies and procedures. This training should be repeated annually.

In order to deal effectively and efficiently with residents with suspected or confirmed
tuberculosis the following procedures should be implemented.

Early Identification of Residents With Suspected or Confirmed Pulmonary
Tuberculosis

Residents with signs and symptoms of active pulmonary tuberculosis (i.e., fatigue, night
sweats, fever, unexplained weight loss, chronic and productive cough, hemoptysis and/or
chest pain) should be cared for as though the resident has tuberculosis until it is ruled out.

Exposure Determination

The resident should be attended to by as small a number of health care providers as possible.
All of those providing care to the resident after it is determined that the patient may have
infectious pulmonary tuberculosis MUST BE TRAINED regarding the proper procedures to
follow. (See Subsection 9.4 Instructions for Facilities Equipped to Manage Patients With
Suspected or Confirmed Tuberculosis.) All personnel who may have had an exposure to the
resident during a time when the patient may have been infectious should notify their
supervisor of the possible exposure. Thiswill be helpful later if the resident is found to have
pulmonary tuberculosis. A list of those exposed will facilitate appropriate contact
investigation.

Masking and Segregation

Tuberculosis is transmitted by the airborne route only. The patient will need respiratory
precautions in addition to Body Substance Precautions. When a resident is suspected of
having active pulmonary tuberculosis and is not respiratory compromised, it is preferable to
place a surgical mask on the resident and to segregate him/her in a PRIVATE ROOM until
the transfer occurs. Aslong as the resident is wearing a surgical mask, there is no need for the

INFECTION CONTROL GUIDELINESFOR LONG TERM CARE FACILITIES
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staff to wear respiratory protection. (REASON: The surgical mask will cause the patients
secretions to be expelled onto the surface of the mask. Thus large droplets are trapped on the
mask and droplet nuclei are not expelled into the air.).

If the resident cannot tolerate the placement of a surgical mask, a cough suppressant may be
considered and/or the resident is to cover hisher mouth with a disposable tissue when
needing to cough AND all persons/personnel in the area must wear N-95 or HEPA masks.

Transfer

The facility to which the resident is being transferred should be contacted and advised of the
resident’ s diagnosis. The transfer should take place in an expeditious manner and long delays
should be avoided. This will assist in keeping the number of possible exposures to other
residents and staff to a minimum. Those providing transportation (e.g. ambulance, police,
private vehicle, etc.) should be advised of the resident’s status and provided appropriate
infection control instructions.

If the transfer is delayed, place resident in a room with plenty of sunshine and where a
window can be opened. Place a fan pointing outward in the window to create negative air
pressure. The window should not open to another room or be near an intake vent for the
facility. An alternative, if feasible, isto place the resident outside on a porch.

Recordkeeping

The facility will maintain records on the results of all baseline skin testing and medical
history on personnel with resident contact and will keep records on the results of skin tests
performed on exposed employees.

Prophylaxis

All personnel who convert their PPD skin test should be promptly provided a medical
evaluation and prophylactic medication, when appropriate, to reduce their risk of acquiring

tuberculosis. (See Subsection 9.2 Guidelines for Tuberculosis Contact Investigation in Long
Term Care Facilities)
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TUBERCULOSISCONTROL

Instructions for Facilities Equipped to M anage Residents
With Suspected or Confirmed Tuberculosis

An effective tuberculosis (TB) control plan requires early identification, isolation and
effective treatment of persons who have active tuberculosis.

Early Identification

Physicians and nurses must have a high index of suspicion regarding tuberculosis. Any
resident with signs and symptoms of active tuberculosis, such as night sweats, fever, cough,
or hemoptysis, should be treated as though they have TB until it is ruled out. In addition, al
new residents are to have a two-step PPD skin test performed upon admission to the facility
asrequired by Department of Health rule 19 CSR 20-20.100 (See Appendix E)

Treatment/Discharge

The appropriate treatment of tuberculosis will assist in patient recovery and in decreasing the
risk of the development of antibiotic resistant Mycobacterium tuberculosis. To assist the
physician in assuring patient compliance in taking their medications proper discharge
planning from an acute care setting should include collaboration with public health
authorities. The Department of Health must be notified of suspected or confirmed cases of
tuberculosis prior to discharge from the facility to assure proper coordination of the
discharge.

Isolation/Stop Sign Alert

Residents with suspected or confirmed TB should be immediately separated from other
residents and placed in a separate area or an isolation room with negative air pressure.
Residents should be placed on "Stop Sign Alert" status in a private room equipped with
negative air pressure and 6-12 air exchanges per hour. A "Stop Sign Alert" sign is placed on
the front of the door. Those caring for the patient and those entering the room of a patient
with suspected or confirmed tuberculosis must wear appropriate respiratory protection (N-95
or HEPA mask). The patient should be given a surgical face mask, a box of tissues and
instructions regarding the use of these items. A surgical face mask should be placed on the
patient for transportation or when they cannot immediately be taken to an appropriate
isolation area. (See Precautions for Residents With Airborne Diseases in Subsection 3.2
Implementing the Body Substance Precautions Systems)
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Residents placed in Stop Sign Alert with suspected tuberculosis should remain in isolation
until TB isruled out. Stop Sign Alert should be discontinued only when another diagnosisis
confirmed or the patient has had:

1. Adequate chemotherapy for at least 2-3 weeks
AND
2. Clinical and bacteriologic response to therapy, such as.
* reduction in cough
* resolution of fever
e progressively decreasing quantity of bacilli on smear. Most experts agree that the non-
infectiousness in pulmonary TB can be established with negative acid-fast bacilli
(AFB) smears on three consecutive days for a patient on effective therapy. A single
negative smear is not adequate. At least thr ee negative smears are necessary to
achieve 95% sensitivity.

THE INFECTION CONTROL COORDINATOR MUST BE NOTIFIED BEFORE
ISOLATION ISDISCONTINUED ON THESE RESIDENTS.

The ventilation systems in rooms for isolating residents with suspected or confirmed
pulmonary tuberculosis will be routinely monitored to assure the rooms remain under
negative pressure and that there is sufficient air exchanges. When in use, these rooms will be
monitored daily to assure the system is functioning properly.

High-Hazard Procedures

Procedures performed on individuals with suspected or confirmed tuberculosis in which the
potential for being exposed to M. tuberculosis due to the reasonable anticipated generation of
aerosolized M. tuberculosis are classified as high-hazard procedures. These procedures
include but are not limited to:

e sputum induction

* bronchoscopy

» endotracheal intubation or suctioning

* aerosolized administration of pentamidine or other medications

e pulmonary function testing.

e autopsy

All high-hazard procedures performed on individuals with suspected or confirmed
tuberculosis shall be conducted in aroom, area or environment that has negative air pressure
and is either exhausted directly to the outside or recirculated through a HEPA filter. All
persons performing high-hazard procedures must wear respiratory protection (N-95s as a
minimum) except when procedures are performed in an isolation chamber, which separates
the health care worker, form the patient and his’her air.
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Health Care Worker Monitoring and Training

All staff who provide care to residents with suspected or confirmed pulmonary
tuberculosis must:

1. Recelve PPD skin testing at least annually. Skin testing may be done at more frequent
intervalsif deemed necessary

2. Receive annua training regarding the epidemiology and prevention of tuberculosis.

3. Receive training regarding the appropriate use of respiratory protection.

Exposure Management

Any person who may have had exposure to a patient with confirmed tuberculosis prior to the
diagnosis and implementation of proper isolation and respiratory protection should notify
their supervisor.

When residents enter the facility and are later diagnosed with infectious pulmonary
tuberculosis, the facility will perform an investigation and notify possibly exposed steff.
Baseline PPD skin tests will be performed on those who have not had a recent PPD skin test
for TB and will then be followed up with a repeat skin test in 3 months. Any staff member
who converts their PPD skin test should be managed medically with appropriate treatment,
evauation, care and follow-up. (See Subsection 9.2 Guidelines for Tuberculosis Contact
Investigation in Long Term Care Facilities)
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